OBJECTIVES: Guidelines consistently favor the vaginal approach for benign hysterectomy, but in practice other approaches are frequently used. This is a randomized comparison of vaginal hysterectomy (VH) and total laparoscopic hysterectomy (TLH).
OBJECTIVES:
To assess how acceptable uterine transplant is among medical students and determine if given a choice would it be more favorable than surrogacy. MATERIALS AND METHODS: After obtaining IRB approval, a questionnaire designed to ascertain acceptability of uterine transplant and individual choice was distributed using Survey Monkey (Figure 1 ). The survey consisted of 15 questions assessing basic demographics, patient choice, and responses to several hypothetical questions regarding (knowledge of transplant process, perception of surrogacy and transplant, donor type, if willing to donate, impact on child etc.). The Survey Monkey was distributed electronically to 870 medical students at our institution. The data was analyzed using descriptive and inferential statistics and p < 0.05 was considered significant. RESULTS: From the 870 questionnaires distributed only 21.3% (185/ 870) responded. Every respondent did not complete every question, approximately 4 (2.2%) consistently did not respond to many of the longer questions in the questionnaire. Among the respondents 64.3% (119/185) were female and 35.7% (66/185) were male and, as expected, the majority were younger than 31 years old (95.7%). Whites (48.7%) made up the largest ethnic group along with 22.7% Asian/Pacific Islander, 16.8% Hispanic, 7.0% Black, and 4.9% other. Only 2.7% of responders had children. The majority of responders chose to utilize a gestational surrogate 51.9% (94/181) over undergoing a uterine transplant in the event that they were faced with congenital infertility or Müllerian agenesis. Interestingly these results differed when stratified by gender, with the majority of males 55.2% preferring a uterine transplant, while unlike the males, significantly more females 60% chose utilizing gestational surrogacy. Overall uterine transplant was viewed as a complex procedure by most (77.8%), however, 42.1% (59/140) of those would attempt uterine transplant while 57.9% (81/140) would not. Regarding receiving a uterine transplant, it did not matter if it was from a living donor or a cadaver. Most 71.6% (131/183) replied "yes" to question number 14 "if they were older/menopausal and able to would donate their uterus to a friend or family member?" and overwhelmingly most 95.6% (174/182) would donate their uterus as an organ donor. Only 48.1% (87/181) of respondents felt that having their own child via uterine transplant versus having a gestational surrogate carry the fetus was either minimally important or not important at all. CONCLUSION: While the concept of undergoing a hypothetical uterine transplant is well accepted among medical students, female more than male medical students would prefer gestational surrogacy to a uterine transplant.
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
Noor Joudi: Nothing to disclose; Austin Zanelotti: Nothing to disclose; Carlos A. Medina: Nothing to disclose. OBJECTIVES: Eleven percent of women in the United States will undergo a hysterectomy during their lifetime. The procedure is not without associated complications, including hemorrhage, genitourinary disorders, urinary tract infection, and other infections. As with any procedure, it is generally accepted that the surgeon's proficiency increases as case volume increases. Based on previous studies, it has been estimated that surgeons reach an initial level of mastery after their first 30 hysterectomies (Tunitsky et al.) . Although an initial level of mastery may be obtained after completion of 30 hysterectomies, there may also be a threshold for yearly hysterectomy volume necessary for the surgeon to maintain proficiency. The objective of this study is to evaluate if there is an association between annual hysterectomy volume per surgeon and the rates of perioperative morbidity. MATERIALS AND METHODS: This is a retrospective chart review of women undergoing hysterectomy for benign indications from September 1, 2013 through October 31, 2015. A total of 388 women underwent hysterectomy for benign disease by faculty members of the generalist division at a tertiary care center during the study period. Women >18 years of age were included in the study. RESULTS: An increase in both estimated blood loss (186.6 mL vs. 119.0 mL, p ¼ 0.0006) and length of stay (1.5233 days vs. 1.0861, p < 0.0001) were found in the low volume surgeon group, when compared with high volume group. There was no statistically significant difference in the mean total complication rate between the low and high volume groups (0.4651 vs. 0.4172, p ¼ 0.6063). A difference in rates of transfusion, conversion, readmission, reoperation, and death were unable to be appreciated due to limitations in the study size. CONCLUSION: Low volume surgeons performing hysterectomies for benign indications were found to have higher estimated blood loss and longer length of stay than high volume surgeons did. While our study did not identify a statistical difference in the complications rates between the high and low volume groups, this may be due to case volume. Data prospectively collected in large databases may better assess overall morbidity.
David Nelson: Nothing to disclose; Kimberly Swan: Nothing to disclose; Erin Carey: Nothing to disclose; Allison Blough: Nothing to disclose. OBJECTIVES: Mesh removal is an option for the management of complications arising from synthetic mesh placement for stress urinary incontinence (SUI). Definitions of "complete" versus "partial" removal of midurethral sling mesh vary. Using an objective measurement to define these terms could help physicians to better study mesh removal. To date, it has not yet been described how much mesh by length is explanted during complete retropubic (RP) and transobturator (TO) sling removals. The objective of this study was to determine the median length of midurethral slings, both RP and TO, that is explanted during complete removal of sling mesh. MATERIALS AND METHODS: Following IRB approval, a retrospective chart review of a referral urogynecology practice was performed from January 2015 to December 2015 by CPT code 57287 (sling revision/removal). Complete removal of a RP sling was defined as excision of the vaginal portion as well as the retropubic arms coursing through the retropubic space, rectus abdominus, and subcutaneous tissues. Complete removal of a TO sling was defined as excision of the vaginal portion as well as the lateral arms coursing through the obturator/adductor muscles. Inclusion criteria included patients who had a prior RP or TO sling and underwent a complete sling removal with no prior history of sling excision. Single-incision slings and those with incomplete or unclear pathology reports were excluded. Mesh length in centimeters (cm) was collected and analyzed descriptively. A subanalysis was also performed comparing patient body mass index (BMI) by World Health Organization classification to explant length using a Mann-Whitney U test. RESULTS: Of the 114 patients undergoing complete sling removal, there were 55 sling explants included in the analysis. The median length of the complete RP mesh explants (n ¼ 23) was 25.5 cm (15.4-35.2 cm) . The median length of the complete TO mesh explants (n ¼ 32) was 18.4 cm (12.8-29.2 cm). Patients with a normal BMI had a significantly smaller RP explant length (median ¼ 23.3 cm) than obese patients (median ¼ 29.0 cm), U ¼ 13, p ¼ 0.049. However, TO explant length was similar in patients with a normal BMI and those classified as obese (median: 18.2 cm vs 18.8 cm, respectively), U ¼ 26, p ¼ 0.98. CONCLUSION: This is the first series to describe the length of mesh explant based upon pathology after complete sling removal. Our study identified a wide range of mesh lengths in both RP and TO explantation. The lack of uniformity of sling length between patients complicates the preoperative prediction of an individual patient's suspected mesh length. Furthermore, for patients presenting with a history of sling revision, simply knowing the length of mesh previously excised does not provide the surgeon with enough information to estimate the amount of mesh remaining in vivo. Therefore, surgeons need to obtain both pathologic reports and detailed operative report description of previous mesh excisions to make an accurate prediction of the amount of mesh remaining in the patient. While our findings indicate a relationship between BMI and length of RP sling explanted, further study into other specific patient characteristics, which could affect mesh length, may be helpful.
Anne M. Stachowicz: Nothing to disclose; Alexander J. Hubb: Nothing to disclose; Sara C. Wood: Nothing to disclose; Dionysios K. Veronikis: Nothing to disclose.
63 Using the questionnaire for urinary incontinence diagnosis as screening tool in low resource settings 
OBJECTIVES:
The Questionnaire for Urinary Incontinence Diagnosis (QUID) is a validated and reliable 6-item urinary incontinence (UI) symptom questionnaire used to distinguish patients with urge (UUI), stress (SUI) and mixed incontinence (MUI). We aim to evaluate the utility of QUID as a tool for untrained community health workers (CHW) in low resource settings. We aim to determine whether the QUID can help identify patients with UI who will benefit from physician evaluation. MATERIALS AND METHODS: A Spanish version of the QUID has been validated in Spanish-speaking populations in Latin America and the United States of America using the TRAPD (translation, review, adjudication, pre-testing, and documentation) method. We collaborated with Saving Mothers and the Institute for Latin American Concern Mission Center in Santiago, Dominican Republic, which
